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No more frequent and fatal complication of
acute appendicitis exists than that comprisingthe various types of postoperative intestinal
stasis. These may be assigned roughly to two
main groups : First, those due to failure of per-
istalsis, resulting in intestinal paresis, disten-
tion, and stasis of the fecal current ; and second,
those due to mechanical obstruction resultingusually from kinks, twists, adhesions or bands.
The most familiar examples of the first group
are the cases of paralysis associated with peri-
tonitis, causing a toxemia acting either after ab-
sorption or locally on the neuromuscular mech-
anism of the intestine; the paralysis due to
trauma, seen in the course of long abdominal
operations involving manipulation and expo-
sure; and that due to mesenteric thrombosis.
Many of these cases are relieved spontaneously
or by appropriate non-operative measures, but
not a few require interference by enterostomy,
as an emergency measure to provide drainageuntil peristalsis may be restored, and no more
anxious and difficult decision confronts the sur-
geon than when to interfere. The cases of me-
chanical obstruction forming the second group
are sharply marked etiologically, but if they
occur early they are unfortunately difficult to
separate from the paralytic cases. This does not
refer to the late secondary cases of ileus occur-
ring weeks, months or years after the operation.Inasmuch as mechanical obstruction, once estab-
lished, is rarely relieved except by operation,
and since the mortality of such secondary inter-
ference, high enough anyway, is vastly increased
by delay, it becomes imperative to make the
diagnosis and proceed to the relief of these cases
at the earliest possible moment.

Since in appendicitis the area immediately ad-
jacent represents the usual region of peritonitis
with resulting possibilities of adhesions, it is
natural that the terminal ileum should be the
most frequent seat of mechanical obstruction
due to this cause. This is recognized by most
surgeons and is mentioned by many writers on
the subject of the post-operative sequelae of
appendicitis. There is a small subdivision of
this group of cases which seems to the writer to
present a fairly clean-cut clinical picture, and
therefore to offer possibilities of early diagnosis
and successful interference justifying its brief
presentation.

Three cases called attention to this condi-
tion :—

Case 1. Esther C, 7 years of age, entered the
City Hospital December 8, 1906, with a story of ab-
dominal pain and vomiting for two days. She pre-sented the clinical picture of a spreading peritonitis
of the lower abdomen and pelvis, probably due to
appendicitis. Incision behind the right rectus showed

free pus in the right iliac and hypogastric regions,
and pelvis. The appendix was found acutely inflamed,
hanging over the pelvic brim, and adherent to the
lateral wall of the pelvis ; the tip of the appendix was
perforated and reached to the pelvic floor. The appen-
dix was removed, the pus was wiped away and cig-
arette drains were carried to the right iliac fossa
and pelvis. The case progressed favorably for three
days, but on the fourth day distention, constipation
and vomiting began. Readjustment of the wicks
failing to relieve, the wound was explored hastily
and fruitlessly owing to the patient's condition, and
an ileostomy was made through a small incision in
the left linea semilunaris. This artificial anus tided
over the crisis and, on January 1, 1907, a loop of
terminal ileum adherent in the pelvis and contain-
ing in its proximal portion the artificial opening,
was excised and the bowel repaired by end-to-end
anastomosis. The patient made a satisfactory re-
covery.

Case 2. Hugh McC, 24 years of age, entered
March 6, 1907, with a history of abdominal symp-
toms for three weeks, becoming acute during the
last two days. The abdomen was tender, dull to
percussion and spastic in the right iliac and hypo-
gastric regions. Incision showed free turbid fluid
and a gangrenous appendix lying in the pelvis. It
was removed and the infected area drained. The
patient showed marked toxemia but rallied and did
well for three days, when vomiting and distention
appeared with failure to procure relief by enemata.
Time was wasted by these measures and a final
ileostomy did not avert a fatal result. Examination
through the wound showed the terminal ileum ad-
herent and sharply angulated in the pelvis.

Case 3. Edith D., 18 years, single, entered June
30, 1911, with a history of acute abdominal symp-
toms for four days. The whole lower abdomen was
spastic and tender, especially on the right where a
mass was palpable. On opening the abdomen
through the right rectus a free turbid exúdate was
found with an incompletely walled-off abscess occu-

pying the right half of the pelvis and right iliac
fossa. The appendix was seminecrotic, perforated,
and adherent to the wall of the pelvis and its tip
to the pelvic floor. It was removed and the infected
area drained in the usual way. Although very ill,
the patient began a rapid convalescence with soft
abdomen, good bowel movements and diminishing
pulse rate. On the sixth day, elevation of the pulse
and temperature with other symptoms suggested a
residual abscess whose presence was not confirmed
by digital examination. Distension began to appear
but enemata gave some results. Time was wasted
in the adjustment and withdrawal of drains and by
palliative measures. On the eighth day vomiting
began and the abdomen was reopened. Precious
moments were lost in exploring and controlling the
distended bowel which threatened fatal evisceration.
The condition as to appendicitis was satisfactory,
but the terminal ilium was found adherent along
the tract formerly occupied by the appendix, and
acutely angulated at the floor of the pelvis. The
adhesions were separated, the ileum freed and
additional drainage of the bowel established by a
tube in the proximal limb. The patient left the
table exhausted and died in twelve hours. The first
misfortune was the failure to establish the diag-
nosis of obstruction earlier, the second was the
choice of an exploration rather than ileostomy to
relieve it.
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Each of these cases presented at the time of
primary operation a degree of peritonitis suffi-
cient to warrant a grave prognosis, but in each
case it was arrested and the toxemia controlled,
promising recovery until the obstruction intro-
duced a new element, fatal in two cases, fortu-
nately relieved in one.

The mechanism of this complication is appar-
ently clear. Studies on the cadaver and of bis-
muth radiographs indicate that in the majority
of cases the terminal coils of the ileum occupy
the pelvis, sharing its cavity with the pelvic
colon. In many cases, especially if the colon and
other pelvic viscera are distended, the ileum is
largely forced out of the pelvis, but probably it
is the rule that if traced backward from the
cecum it will be found to run downward against
the right aspect of the pelvic wall to its floor, if
the length of the mesentery permits, and then
partially fills the pelvis or is pushed upward by
the other pelvic viscera, thus presenting a poten-
tial kink at its lowest excursion. If an acutely
inflamed appendix lying in a mass of inflamma-
tory exúdate along the pelvic wall is now re-
moved, there remains a bed of adhesive plasticexúdate against which lies this terminal limb of
ileum. Evidently the conditions are ideal for
the formation of prompt and firm adhesions,
especially if the usual postoperative paresis of
the intestines is marked and prolonged, as in the
case of a diffuse peritonitis. Probably in the
majority of cases no definite harm results, or
nothing worse than some degree of chronic ileo-
stasis, but more rarely, owing perhaps to the
crowding out of the pelvis of the rest of the
ileum, an acute angulation occurs at the lowest
fixed point, which, with condensation of the in-
flammatory adhesions, affords obstruction to the
passage of the gas ; then ensues dilatation, which

, in turn results in more kinking and a valve-like
obstruction, which becomes fixed by the aggluti-
nation of congested serous surfaces.

It is not clear what means may be employed to
prevent the occurrence of this series of events.
It may be wise to encourage a knuckle of pelvic
colon to lie against the bed of the appendix, or
to place there a coil of ileum somewhat distant
from the cecum to prevent the rigid angulation
described above. The corner of a very long
omentum might be adjusted there, probably at
some risk of the formation of dangerous bands.
It is probable that a drain covered with or com-
posed solely of rubber tissue and flattened rather
than rounded, adjusted over the appendix bed so
that it intervenes between the pelvic wall and
the ileum, may prove effective, since the exuda-
tive reaction occurring beneath it is less likely,
after its withdrawal, to cause adhesions. Since
the occurrence of the last case noted above, the
writer has carried out this manoeuvre in a num-
ber of eases, approximately twelve, in "which the
conditions at the primary operation corresponded
closely with those above described, and has not
observed an instance of postoperative obstrue-

tion of this character. The evidence is too lim-
ited to be of much value.

The therapeutic suggestion gained by a con-
sideration of these cases is not new, but affords a
clean-cut plan of procedure in a limited group of
very grave cases. It may be summarized as fol-
lows : In acute pelvic appendicitis, where the
inflamed or gangrenous appendix has been torn
from its bed on the lateral pelvic wall, from brim
to floor, the occurrence of the earliest symptoms
of acute intestinal stasis, especially if appearing
after an interval of a few days of normal conva-

lescence, should lead to the assumption that
there exists an acute angulation of the terminal
ileum at the pelvic floor. After the elimination
of ill-placed drains as a factor, at the earliest
justifiable moment, the attack should be directed
at that point by a secondary operation. If the
patient's condition does not justify this, a better
than forlorn hope is offered by ileostomy.
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Since the year 1784, when John Hunter first
described "Shock," up to the present time,
many theories as to its causation have been ad-
vanced, as well as many methods of treatment,
both prophylactic, and otherwise. It is not my
intention in this-paper to enter into a discussion
of the etiology of this condition, which has been
so ably done by Crile ("Surgical Shock," 1899),
but rather to outline briefly a method of treat-
ment that has proven satisfactory in my hands.
Surgical shock, according to Crile, may be de-
fined as "low blood pressure." The symptoms
of post-operative shock are similar to those fol-
lowing injury and consist of: (1) marked pal-
lor and coldness of exposed mucous membrane
with some slight evidence of cyanosis (2) small,
irregular and rapid pulse; (3) a characteristic
apathetic appearance of the patient. The length
of time of operation has a distinct bearing, the
more prolonged the operation the more likely
shock symptoms will develop and is, according
to some writers, more frequent after operation
upon the viscera in the upper half of the abdo-
men. The essential factor, as Crile has shown,
is the exhaustion of the vasomotor centers, re-

sulting in the blood collecting in the splanchnic
area and a resultant fall in general blood
pressure. The heart is affected secondarily by
the change in blood pressure, the lower pressure
causing a venous stasis' affecting the large,
venous trunks and thereby interfering with its
action. In studying the treatment of this condi-
tion it became evident that any drug that would
cause a rise in blood pressure that would be sus-
tained for some time after operation, would
eliminate to a great extent the danger of shock
symptoms developing. It' was my privilege to do
considerable clinical experimental work with
pituitrin (Pituitary Extract), and the effect
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